Objectives: Explores significant differences in types of mental health facilities accessed by and services received by elderly in the United States as compared with the total population, how frequently chronic disease management needs are met, and variance by state. Methods: Secondary analysis of the National Mental Health Services Survey (N-MHSS), 2010, of 15,562 facilities in the United States comparing the type of mental health services used by the elderly to the general population. Results: The highest proportion of patients 65 and older in residential treatment was in General Hospitals (17% were elderly) and by the Veteran's Affairs (VA; 15% were elderly). Discussion: General Hospitals and the VA system need to prepare for the increase in the number of patients with mental illnesses and diminished capacity who are simultaneously being treated for chronic conditions. Coordinated care of patients with these comorbidities is needed.
Introduction
The health care system of the United States does a disservice to its patients by treating physical diseases and mental disorders separately. A pulmonologist treats a woman with Chronic Obstructive Pulmonary Disease (COPD) without considering the anxiety that may occur when she feels that she cannot breathe. An internist may treat a man with diabetes mellitus without acknowledging that his mood may be affected by his glucose control. The need to treat the whole person is especially unmet among our older adults above the age of 65 years.
Aging Population in the United States
According to the Centers for Disease Control and Prevention (CDC; , the population of older adults is growing in number and proportion at a rate unprecedented in the history of the United States. The population aged 65 years or older will double in the next 25 years and reach 72 million (CDC, 2013) . Twenty percent of the U.S. population will be aged 65 years or older primarily due to longer life spans and the aging of baby boomers who were born between 1946 and 1960 (CDC, 2013 .
Chronic Diseases in Adults Aged 65 Years and Older
The sea change in leading causes of death for all age groups that occurred in the 20th century moved from infectious diseases and acute illnesses to chronic diseases and degenerative illnesses (CDC, 2013) . More than 25% of the U.S. population and 66% of those aged above 65 years have multiple chronic conditions. Heart disease and cancers pose the greatest risk for older adults along with other chronic conditions such as stroke, diabetes, lung diseases, and Alzheimer's disease (CDC, 2013) . Chronic conditions in older adults can diminish quality of life by creating dependency and isolation among those who can no longer perform activities of daily living and have decreased mobility due to illness (CDC, 2013) . In addition, treatment for older adults accounts for 66% of the U.S. health care budget (CDC, 2013) .
Two of every three older adults in the United States have multiple chronic conditions (CDC, 2013). They often see multiple medical specialists, and are treated with various regimens and medications that may not be compatible. "People with multiple chronic conditions face an increased risk of conflicting medical advice, adverse drug effects, unnecessary and duplicative tests, and avoidable hospitalizations, all of which can further endanger their health" (CDC, 2013, p. 6) . Chronic diseases are not inevitable; a vast body of research has determined that heart disease, cancers, diabetes, and other chronic conditions can be prevented. The risk of developing chronic conditions is significantly decreased in those who do not use tobacco, who get regular physical activity, and who eat a healthy diet (Fries, 2003) . 
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Co-Occurrence of Mental Disorders and Chronic Diseases
Chronic diseases frequently co-occur with mental health problems, such as mental illness, substance use or addiction disorders, dementia or other cognitive impairments, and developmental disabilities (USDHHS, 2010) . Depression and Alzheimer's disease are among the 15 most prevalent chronic conditions among Medicare beneficiaries (CDC, 2013) . More than 50% of beneficiaries with heart failure, stroke, or atrial fibrillation reported five or more chronic conditions including mental disorders (CDC, 2013) . Older adults can benefit from timely, coordinated medical care and mental health care that address their multiple chronic conditions.
Mental disorders also co-occur with risk factors for chronic conditions. Low levels of life satisfaction, the self-evaluation of one's life as a whole, are associated with obesity, smoking, physical inactivity, and heavy drinking (Strine, Chapman, Balluz, Moriarty, & Mokdad, 2008) . In addition to smoking and inactivity at higher rates, older adults with FMD were also more likely to eat a diet lacking fruits and vegetables (McGuire et al., 2007) . Health promotion interventions may need to simultaneously address the risk factors for multiple chronic conditions including mental distress and disorders. Piane and Smith (2014) found that the co-occurrence of chronic disease and mental disorders is common and that people with a greater number of chronic conditions demonstrate greater need for mental health services. They found a dose-response relationship between reported chronic diseases and psychiatric distress and impairment that ranged from 1.50 for one reported chronic disease to 4.68 for four reported chronic diseases (Piane & Smith, 2014) .
Background
A group of researchers in the United Kingdom (Weich et al., 2013) concluded that interventions to reduce the prevalence of chronic mental disorders among people with long-term physical conditions should be part of routine primary medical care. Based on their analysis, they assert that targeting and treating people with chronic diseases and improving treatment for their mental disorders will achieve almost the same improvement in population health status in terms of reducing severe disability as those aimed at the entire population (Weich et al., 2013) .
Chronic Disease Management
In an analysis of patients with type 2 diabetes and chronic kidney disease, Sakraida and Robinson (2012) found that patients live with high levels of emotional distress particularly because they know the potential complications, such as shortened life span, amputations, blindness, and heart disease that are related with their disease. In addition, they found that many patients wish to return to prior risky behaviors that they have given up due to their disease state, such as drinking, smoking, and eating salty and fatty foods (Sakraida & Robinson, 2012) .
A group of researchers in Australia concluded their analysis of treatment of anxiety and depression among COPD patients with the recommendation that appropriate diagnosis and treatment of mental health be integrated into guidelines for treating COPD (Cafarella, Effing, Usmani, & Frith, 2012) . They also suggest that clinicians who are treating COPD patients through smoking cessation should monitor for mental health problems. They found that depression and anxiety have important detrimental effects on COPD survival (Cafarella et al., 2012) .
An evaluation of a national chronic disease selfmanagement program for older adults with chronic conditions found that social isolation and depression improved from baseline to 6-month follow-up among participants (Ory et al., 2013) . Older adults were taught lifestyle behaviors related to their conditions. The evaluators (Ory et al., 2013) reported significant improvements in physical activity and fewer emergency room visits and hospitalization as a result of the program.
Smoking, Chronic Disease, and Mental Disorders
The causative relationship of cigarette smoking to cancers and heart disease is well established. Recent research has added evidence that smoking is also a risk factor for chronic kidney disease with smokers risk increasing approximately twofold (Yacoub et al., 2010) . In addition, adults with mental disorders are twice as likely to smoke as those without mental disorders. Smoking rates are the highest among adults with severe mental illnesses. Although smoking rates have decreased in the general population, the decline among adults with mental illnesses has been less dramatic. Life expectancy among adults with mental disorders are estimated as 25 years less than the general population and the majority of that disparity is due to smoking (Cook et al., 2014) .
The professional literature includes recommendations for meeting the unmet needs of older adults with mental disorder by improving mental health screening and delivery (Han, Gfroerer, Colpe, Barker, & Colliver, 2011) . In addition, high-profile medical journals include recommendations for the improvement of chronic disease control (Tinetti et al., 2011) , and preventive health care for older adults (Rubin, 2015) . The literature is lacking studies that consider the integration of physical and mental health services for older adults. The current research investigates health care delivery in the United States that is available for older adults who have chronic conditions as well as mental disorders. Mental health facilities are categorized as psychiatric hospitals (public and private), general hospitals with psychiatric wards, Veterans Administration (VA) medical centers, residential treatment centers, outpatient facilities, and multi-setting facilities. In addition, they are delineated into residential, 24-hr inpatient, 24-hr residential, and less than 24-hr outpatient services.
Research
The mental health facilities identified the number and proportion of patients by age category. For this analysis, comparisons were made among the facilities by proportion of patients who were aged 65 and older. The variables that identify the percentage of patients who are 65 and older were collapsed into quartiles.
Whether or not a facility offered chronic disease management was determined by one survey question with the following definition:
Chronic disease/illness management (CDM) is a systematic approach to improving health care for people with chronic disease. Central to most CDM approaches are patient selfmanagement, physician education, and organizational support. Among the variety of strategies employed are case management, continuous quality improvement, disease management (DM) and the chronic care model (CCM).
In addition, the facilities were asked whether they offer smoking cessation using the following definition: "Tobacco cessation counseling includes interventions for persons who use tobacco and want help with stopping, including behavioral support or counseling in groups or individually."
In all, 4,444 facilities of the Department of Defense, Indian Health Service, other tribally operated facilities, jails or prisons, and private practices that are not licensed as mental health clinics were excluded. In addition, 693 facilities were excluded because they are administrative only and 51 facilities had their data rolled into other facility counts. A total of 1,068 facilities did not respond.
Results
Of the 10,374 mental health facilities in the survey pool, 77% (n = 7,977) are private and 23% (n = 2,397) are public facilities. The majority (61%) offer services for outpatients only, whereas 13.4% offer residential only and 9.5% offer only inpatient treatment. The remaining facilities offer mental health services in a combination of the three. Seventy-five percent of all facilities accept adults 65 or older for treatment. Table 1 indicates that the largest percentage of patients 65 years or older are receiving mental health care in general hospitals and VA medical centers. When disaggregating the data into care settings, we find that general hospitals and VA medical centers are providing the most patients 65 and older in 24-hr inpatient care, 24-hr residential care, and less in 24-hr outpatient care. The VA medical system treats the largest percentage of patients 65 and older (20.7%) in their outpatient clinics.
24-Hr Hospital Inpatient Care
Outpatient care for less than 24 hr is provided to clients 65 and older at significantly higher rates in general hospitals (χ 2 = 1527, df = 1, p < .001) and VA medical centers (χ 2 = 34.5, df = 1, p < .001). Significantly fewer clients above 65 receive 24-hr hospital inpatient care from psychiatric hospitals both public and private (χ 2 = 1354, df = 1, p < .001) and residential treatment centers (χ 2 = 11.2, df = 1, p = .001).
24-Hr Residential Care
Clients 65 or older are also more likely to receive 24-hr residential care from public psychiatric hospitals (χ 2 = 11.51, df = 1, p = .001), general hospitals (χ 2 = 358.5, df = 1, p < .001), VA medical centers (χ 2 = 467.0, df = 1, p < .001), residential treatment centers for adults (χ 2 = 1163, df = 1, p < .001), and outpatient clinics (χ 2 = 139.2, df = 1, p < .001) than their under-65 counterparts.
Less Than 24-Hr Outpatient Care
Significantly more mental health facilities provide less than 24-hr outpatient care to clients 65 and older in psychiatric hospitals (χ 2 = 505.6, df = 1, p < .001), general hospitals (χ 2 = 33.85, df = 1, p < .001), and VA medical centers (χ 2 = 631.6, df = 1, p < .001). Fewer clients 65 and older receive outpatient care from outpatient clinics (χ 2 = 67.47, df = 1, p < .001) and multi-setting facilities (χ 2 = 10.91, df = 1, p < .001) than clients below 65 years. Table 2 demonstrates that mental health facilities with more than 50% of their patients who are 65 or older are more likely to be psychiatric hospitals or a separate inpatient psychiatric unit of a general hospital. No residential treatment centers, even those specifically for adults, have a majority of patients who are 65 or older. Table 3 is compiled from the 2010 N-MHSS and demonstrates that only 20.2% (n = 1,849) mental health facilities offer chronic disease management and only 24.0% (n = 2,190) offer smoking cessation services. The percentage of facilities that offer chronic disease management varies by state with a range from 7.8% in Alaska to 41.8% in Rhode Island. In addition, the percentage that offers smoking cessation ranges from 14.8% in Illinois to 53.2% in Oklahoma.
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Discussion
Strength and Limitations
The 2010 N-MHSS is a voluntary survey and therefore includes non-response. The point prevalence survey does not include annual totals, instead gives a "snapshot" of an average day or month in each facility. The strengths of the survey include the large, comprehensive sample size. In addition, SAMHSA conducts extensive follow-up to reduce the non-response rate. The objective nature of the survey questions eliminates bias.
Significance
The findings support a need for increased mental health services specifically targeted for older adults in different settings. As patients aged 65 and older are in the minority among mental health patients, facilities may not devote resources to issues specific to older adults. The vast majority of mental health facilities have less than one quarter of their patients aged 65 years and older. There are fewer public mental health facilities, and older adults are more likely to seek care in public facilities. This limits their choices for care. Low income and rural residence may contribute to the limitations on private mental health care available to older adults.
Although psychiatric hospitals, a subset of mental health facilities, are the most likely to have a majority of patients above 65 years, they are the least likely among mental health facilities to offer chronic disease management. Although not all elderly residents have chronic illnesses, it is recommended that each psychiatric hospital have a protocol to screen for and treat chronic illness in their residents. The data reflect that such protocols are not readily available. In addition, it is recommended that programs promote long-term health, such as providing smoking cessation opportunities. The data reflect that few mental health facilities offer such opportunities.
In some states, less than 8% of the mental health facilities offer chronic disease management. Very few facilities treat a majority of patients who are aged 65 and older and therefore may not be prepared to offer comprehensive treatment for the elderly. Smoking is the most lethal behavioral health risk factor. Smoking is higher among those seeking treatment for mental disorders, yet fewer than 15% of mental health facilities in some states offer smoking cessation.
Conclusion
If we are to care for the whole person, mental health facilities need to help their patients to manage, control, and cope with their chronic diseases. General hospitals and the VA system need to prepare for the increase in numbers of patients with mental illnesses and diminished capacity who are simultaneously controlling their hypertension, diabetes, COPD, and arthritis. Coordinated care of these patients in the intersection of these comorbidities can make the difference between having a productive, vibrant elderly population or a nation overburdened with caring for its frail, disabled elderly. 
